Global Health Partnerships (Crisp, 2007) and the subsequent UK Government's response (http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_ 083509) provided welcome support for the NHS to combine leadership development with international support. The focus on clinical fellowships in the Next Stage Review (Darzi, 2008) added further legitimacy to the notion of equipping NHS professionals with leadership and service improvement skills early in their careers. Therefore, International Development Clinical Fellows were sought from the training grades, as well as from more senior 'ranks' of all clinical professions.
A partnership was developed with the Maddox-Jolie-Pitt (MJP) Foundation in Cambodia. The NHS offers a broad range of highly qualified and experienced healthcare professionals, while MJP offers significant expertise in overseas development, and an established and stable infrastructure with quality project management. Furthermore, the MJP programme in Cambodia addresses the wider determinants of health (e.g. sanitation, education, agriculture, clean water) offering NHS colleagues a unique experience with transferability back to the UK.
This paper, intended to be the first in a series, describes the approach to leadership development that has been adopted. We aim to report the resulting impact on leadership development skills from an external and ongoing evaluation which completes at the end of 2009. Cambodia, one of the poorest countries in South East Asia with a predominantly rural population of 14 million, continues to feel the after effects of the Khmer Rouge regime. This regime, led by Pol Pot from 1975-1979, resulted in the genocide of approximately 2 million people. Professional and technological classes were ruthlessly targeted, leaving only 50 doctors in the country at the end of the war. Cambodia now spends 1.7% of its GDP on health compared with 7% in the UK and 17% in the USA (http://hdrstats.undp.org/en/indicators/50.html). Comparative data are shown in Figure 1 .
Since the genocide, the international community has provided support to Cambodia often through Non-Governmental Organizations (NGO's) focusing on their own particular areas of interest and expertise. 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59 Health Authority, a regional healthcare organization of the UK's National Health Service (NHS).
Global Health Partnerships such as this not only have the potential to contribute to improving global health but also enable the opportunity to learn from the developing world,
2.1) Samlaut Millennium Village Healthcare
Samlaut Millennium Village has 3 basic formal primary care facilities -one supported by the 
3) Leadership development through Quality Improvement
Leadership development for clinicians has received much focus in the NHS over recent years, and many local programmes now exist to support clinicians to develop skills which will enable them to take up positions of influence within their local health economy. An increasing focus on QI and outcomes since the NHS' Next Stage Review, led to the institution of a novel leadership development programme (Langley et al, 1996) can also be applied alongside RAID and provides an approach to testing small changes applied to the system of care when targeting and evaluating improvement work.
In the Cambodian context, the RAID model was used to help NHS International Fellows to shift their understanding about leading QI from 'implementing the solution I think is the right one' to 'enabling local staff to develop the right solution for them' to bring about the implementation of improvements to the system of care.
The RAID model involves a thorough review of the way the local system of care currently works through engaging all the key stakeholders. This is followed by making agreements between the stakeholder group about what needs to change, what projects would help to achieve these changes, who will take responsibility for leading them and what help will they need. Implementation involves delivering the agreed projects using PDSA cycles to test the changes in the system. QI measures are currently under development and will ensure that improvements resulting from the changes are monitored.
The QI principles that underpin RAID are summarized in Figure 2 .
The NHS and MJP continually strive to implement the following 10 principles with local villagers and we believe that these will have application in other developing systems and are tabled below. 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59 2) The resources (manpower and buildings/equipment etc) that were available 3) How these resources (manpower and buildings/equipment etc) were being deployed and used 4) Fitness for purpose of the existing resources and their deployment i.e. effectiveness (standards of care), and efficiency of utilisation 5) The challenges for building sustainable improvements that are culturally appropriate and embedded into local communities and network into wider support systems.
The door-to-door household survey was conducted over a 3 week period in November 2008 and included 224 households with a population of 1240 (approximately 20% of the population of Samlaut).
Information was collected on demographics, morbidity, mortality and maternal health as well as qualitative observational data. Key findings from this survey were poor immunisation rates, only half of women benefiting from any antenatal care, high rates of illness and 20% of those surveyed sought care initially in a health centre or health post versus 69% using unlicensed private clinics or pharmacies (Table 2) .
This early work has provided opportunities for International Fellows to have 'on the job' experience of assessing health need and system capability and to develop new skills in these areas. For most NHS clinicians, this has been the first opportunity they have had to participate in health system development work.
The first UK team of International Fellows consisted of a midwife and two newly qualified General Practitioners, with the later addition of an Anaesthetic trainee and a second midwife (all with a variety of previous overseas experience). The International Fellows were supported by a UK Quality Improvement Faculty to help them develop the knowledge and understanding of the QI skills they used 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59 
5) First Projects
As a result of the initial "Review" work outlined above, a number of projects were agreed between MJP, the International Fellows and local Cambodian health workers. Formal project plans were created by the UK fellows and the MJP health department for each of the projects in the format that MJP used for their other project areas, with particular consideration given to the Cambodian Ministry of Health guidelines and future sustainability of projects. The following projects were agreed upon survey that 79% of married women either want to delay birth of a new child or have no more children at all, but with only 27% using modern birth control methods. As no contraception was available from the health post in Samlaut but is integral to Cambodian National strategy, it was decided to set up a contraception and Family Planning service. This project has involved working closely with the Cambodian MOH and co-ordinating with other NGOs. The initial focus of this project is setting up a basic contraception project at the health post, providing quality training and contraceptives.
5.1) Family Planning and Contraception

5.2) Maternity record card & breastfeeding
From interviews with health workers at the local health facilities, a need for formal training in maternity care was identified. As the rural health facilities have no medical input or facilities for operative deliveries and blood transfusion, early detection of high-risk pregnancy and labour is required to allow effective referral and transport to more advanced health facilities.
UNICEF has developed a maternity record card with the Cambodian MOH to aid the provision of health promotion to pregnant women and the early detection of complications with a detailed plan of management and referral (http://www.unicef.org/eapro/media_10039.html). While local staff were familiar with the existence of this card, it was not in use at the health facilities. A project plan has been formulated to give training, both theoretical and clinical, on the use of the card and to put it into general use for all pregnant women. Correct use of the card aims to educate the local midwife to give health promotion advice to the pregnant woman about her own health and that of her unborn child.
A further project plan has been developed to increase the rate of early initiation of breast feeding known to be low from national Cambodian data on child survival and a local nutrition survey in Samlaut. This has been identified as a high impact intervention to reduce infant mortality. The aim is to educate the health workers, in particular the midwife and local women on the importance of early breast feeding and to work within the local culture to introduce acceptable practices such as skin-toskin contact at birth and support breast feeding within the first hour of life.
5.3) Child Health Programme
Integrated Management of Childhood Illnesses (IMCI) is a system designed by WHO and UNICEF for the assessment and treatment of children aged 0 to 5 years (http://www.who.int/child_adolescent_health/topics/prevention_care/imci/en/index.html). It aims to reduce death, illness and disability by promoting good quality care in health facilities, speeding up the referral of sick children and teaching caregivers appropriate health seeking behaviour. A project plan to implement key elements of the guideline has been developed. Following discussion regarding learning needs with the staff at the health post, the first steps in the project implementation have been to create and deliver a series of eight tutorials using the IMCI handbook and Cambodian guidelines. The next step in this process is engagement with community pharmacists and village health volunteers targeting 
5.4) Paediatric ward at Battambang Hospital
MJP Foundation had funded the renovation of the Paediatric ward in early 2008 after a serious dengue fever outbreak. However hygiene and staff morale remained poor, which highlighted a need for a more comprehensive QI initiative especially as this hospital facility is the referral centre for children from Samlaut. Using RAID methods again, a detailed review of the paediatric ward was undertaken. 8 project streams were identified and these included the appointment of a Cambodian programme manager to give leadership to the work who will be supported initially by MJP's local health coordinator in cooperation with a UK manager, improving basic ward hygiene to reduce infection, reorganization of patient pathways including triage of sick children and a focus on staff clinical training and education. Prior to and during their instigation, these projects sought ongoing support from MJP, hospital management and paediatric staff in order to create a sustainable change.
6) Cambodian and NHS Outcomes to Date
6.1) Cambodian Outcomes
This programme has only been operational for 7 months and initial outcomes should be viewed in this light. All QI practitioners are aware of the time required to implement sustainable improvement and the following reported outcomes are preliminary improvement steps on a longer journey.
The NHS is attempting to embed the following principles in the clinical workstreams previously described:
• The implementation of higher standards of clinical care with improved systems and processes
• Appropriate service delivery and improved access to care -getting the right skills, equipment and people in the right place and encouraging patients to use them 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59 Practical examples from the projects outlined earlier of these principles in action are demonstrated in Table 3 .
6.2) NHS Outcomes
The Cambodia program is a unique opportunity for experienced NHS staff to work with, educate and learn from health workers in the developing world. While its primary objective must be to support the development of sustainable healthcare systems in Cambodia, it is also an unparallelled opportunity to develop a set of leadership skills in UK participants which are generally not achieved through standard clinical training. The NHS Institute (the NHS' leading quality improvement division) has developed the Medical Leadership Competency Framework (MLCF) in conjunction with professional bodies (http://www.institute.nhs.uk/assessment_tool/general/medical_leadership_competency_framework_-_homepage.html). This aims to identify leadership competencies which need to be developed during the course of training and is applicable to all NHS practitioners. For staff sent to Cambodia, this has been a useful tool for assessing learning and development and has proven well suited to supporting each of the five domains highlighted by the MLCF (Figure 3 ).
For the NHS staff sent to Cambodia it was assumed that competency in the domains of "Personal Qualities" and "Working with others" had been obtained to some extent through participation in leadership development courses and formal learning agreements in the UK. The Cambodia project provides innumerable opportunities to further self management and awareness whilst working within 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59 
7) Conclusion
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